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A B S T R A C T
The ability to empathize with patients has a positive effect on health outcomes and quality of care. This study
aimed to evaluate the psychometric characteristics of the Spanish version of the Jefferson Scale of Empathy-
Health Profession Student version (JSE-HPS) in a sample of 422 nursing students and to compare their factorial
structure with that of the original scale. In this study, the Cronbach α value was 0.828. These analyses showed
that the scale has a factorial structure with three dimensions and all the items loaded adequately (> 0.36) except
for item 18 (0.266). The main factor, P̔erspective taking̕ grouped 10 items; the second factor, C̔ompassionate care̕,
grouped 6 items, and the third factor, S̔tanding in the patient's shoes̕, grouped 3 items; 42.2% of the variance was
explained. The results of the confirmatory factor analysis suggest that the Spanish version of the JSE-HPS is a
valid and reliable way to evaluate the empathic capacity of nursing students.
1. Introduction
In clinical practice, nurses are in contact with the human suffering
derived from patients’ personal experiences with the pain, uncertainty,
anxiety, and anguish generated by the loss of health. Understanding
these experiences is essential to providing quality care and attention
focused on the needs of patients (Kelley et al., 2014). In this context,
care is at the heart of nursing practice and is understood as a process
based on interpersonal sensitivity and closeness (Finfgeld-Connett,
2008; Percy and Richardson, 2018).
In this sense, empathy is recognized as a key element in the care and
therapeutic relationships between patients and health professionals
(Brunero et al., 2010; Fields et al., 2011; Ward et al., 2009). Studies
carried out in clinical fields have shown that empathic relationships
have multiple benefits; they indicate a close relationship between sa-
tisfaction and quality of care (Kim et al., 2004) and have a positive
effect on patients’ health by decreasing their stress levels (Del Canale
et al., 2012). It also increases treatment adherence, encourages the
responsible use of healthcare resources, and is a buffer against conflicts
between patients and professionals (Del Canale et al., 2012; Hojat and
LaNoue, 2014; Kim et al., 2004). Moreover, although inconclusive,
there are studies indicating that more empathic health professionals
perceive less stress and experience greater satisfaction in their work
(Reynolds and Scott, 2000; Ward et al., 2012).
Another important concept related to empathy, as well as to inter-
personal relationships, is emotional intelligence (EI), defined as the
ability to perceive and understand one's own emotions, as well as those
of others, which it has proven to be an important component in nursing
education (Orak et al., 2016). It is also notable that in clinical settings,
nurses have to manage the emotions of patients and their respective
families, as well as those of their colleagues. In fact, resilience may have
a mitigating effect on the stress and exhaustion caused by the con-
tinuing exposure to the aforementioned demands (Thomas and Asselin,
2018).
Despite its clinical usefulness, the concept of empathy is con-
troversial and is difficult to define; for most authors it is a multi-
dimensional concept that includes cognitive and affective aspects
(Hoffman, 2002; Hojat et al., 2001). In clinical settings, empathy has
been characterized as a fundamentally cognitive attribute that involves
comprehending patients’ concerns and feelings as well as commu-
nicating this understanding to them (Hojat and LaNoue, 2014). Re-
search shows that the benefits of empathy would not be possible if
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professionals were unable to convey to patients the fact that they un-
derstand their situation, perceptions, and feelings in a professional and
cordial manner. Thus, patients perceive empathy as the understanding
and acceptance of their feelings by the health professional (Hojat et al.,
2001). Furthermore, when patients feel understood, their relationship
with their health professionals improves, they better explain their
symptomatology and needs, and they participate more actively in
therapeutic processes (Hojat and LaNoue, 2014). However, in other
contexts the emphasis is placed on affective or emotional attributes
which are understood as a vicarious emotional responses that are ex-
perienced before the emotional experiences of others (Hoffman, 2002).
Nonetheless, despite the differences in conceptualization, it is re-
cognized that both aspects are interrelated and that, in clinical situa-
tions, both act to the benefit of the patient (Hojat and LaNoue, 2014).
Measuring empathy is complex and the tools for assessing it are
varied (Fields et al., 2011; Yu and Kirk, 2009). In clinical settings, the
most widely used scale is the one proposed by Hojat et al. (2001), which
is internationally recognized as the Jefferson Scale of Physician Empathy
(JSPE). The scale was initially developed to measure empathy in phy-
sicians, and it is now distributed internationally. Its different versions
have been translated into more than 45 languages, and it is used in
more than 70 countries (Hojat and LaNoue, 2014). The importance of
empathy in the patient-nurse relationship has favored a growing in-
terest in developing instruments that allow its evaluation (Yu and Kirk,
2009). Specifically, it is important to measure and understand the level
of empathy among nursing students in order to promote effective
educative strategies to develop this essential ability in the quality care
of patients (Williams et al., 2016).
Analysis of the JSPE scale revealed that it has a four-dimensional
factorial structure (Hojat et al., 2001). However, subsequent studies by
the same author, applying confirmatory factor analysis (CFA), reduced
this factorial structure to three dimensions (Hojat and LaNoue, 2014).
The first factor, P̔erspective taking̕, is the predominant factor in the scale
and refers to the cognitive aspects of empathy. The second factor,
C̔ompassionate care̕, is characterized by a combination of cognitive and
affective aspects of empathy and is also considered an essential factor in
professional relationships with patients. The third factor, S̔tanding in the
patient's shoes̕, is a concept that is inverse to emotional detachment
(Hojat et al., 2001). This factorial structure has been tested in multiple
versions of the scale: JSE-HP for health professionals, JSE-S for medical
students and JSE-HPS for health profession students. Table 1 presents
the studies carried out to date with different health-profession students,
which either include confirmatory factor analysis as recommended by
Hojat (2016) or that were undertaken with nursing students (Alcorta-
Garza et al., 2016; Ferreira-Valente et al., 2016; Hojat and LaNoue,
2014; Hojat et al., 2001; Hsiao et al., 2013; Leombruni et al., 2014;
Magalhães et al., 2011; McMillan and Shannon, 2011; Montanari et al.,
2015; Ryu and Bang, 2016; Tavakol et al., 2011; Ward et al., 2009; Wen
et al., 2013; Williams et al., 2013).
From the Thomas Jefferson University (Center for Research in
Medical Education and Health Care) recommend that the JSE-HP and
JSE-HPS be used for research involving nurses and nursing students,
respectively (Hojat, 2016). The characteristics of these versions and
their potential application in the field of nursing education and prac-
tice, has aroused the interest among nurses from all over the world. The
JSE-HPS, has been used in different contexts (Fields et al., 2011;
Kiersma et al., 2013; Petrucci et al., 2016; Williams et al., 2013) and
has been validated and translated into different languages including
Italian (Montanari et al., 2015), Chinese (Hsiao et al., 2013), Korean
(Ryu and Bang, 2016), and Tamil (Jeyashree et al., 2017). However,
there is no a validated Spanish version of the JSE-HPS in nursing stu-
dents.
1.1. Aim of the study
This study set out to examine the following points:
– To translate and culturally adapt the JSE-HPS in a sample of uni-
versity nursing students in the Spanish language context and eval-
uate its psychometric properties.
– To compare our results with those provided in other studies in
health-profession students.
- To explore the relationship between empathy, emotional in-
telligence and resilience as conceptually relevant measures.
2. Methods
2.1. Study design
A descriptive cross-sectional study was carried out between 2015
and 2016 to test the validity and psychometric properties of the Spanish
version of the JSE-HPS with Spanish university nursing students.
2.2. Sampling, setting and instruments
A sample of convenience was selected from among the students
enrolled in the nursing undergraduate degree course at the University
of Castilla La Mancha during 2015–2016. According to Spanish Law,
university nursing programs last four years, with the curriculum of-
fering a theoretical course in the first year and practical clinical ex-
perience, mainly in university hospitals and primary-care settings, in
the following three years. Our inclusion criterion was that nursing
students should have clinical experience, since the instrument requires
having had contact with patients in order to complete the scale.
Nursing students who met the inclusion criteria were 557 students
from the 2nd, 3rd and 4th academic courses (1–2 months, 2–6 months
and> 6 months of practice respectively). Four hundred twenty-two
students completed the questionnaire (75.76% of response rate), the
sample size was greater than the estimated size (228 students). Each
participant completed questionnaires relating to the sociodemographic
variables (i.e., sex and age), months of clinical experience, and the
following scales:
– The Jefferson Scale of Empathy Health Profession Student version
(JSE- HPS) (Hojat, 2016) used by Fields et al. (2011), to evaluate the
nursing student's empathy. As in the original, this scale comprises 20
items; each one is evaluated using a 7-point Likert-type scale
(1= strongly disagree, 7= strongly agree). Ten of these items are
written positively (e.g. ‘Health care providers should try to stand in
their patients’ shoes when providing care to them’) and the other 10
are negatively worded and must be reversed (e.g. ‘Asking patients
about what is happening in their personal lives is not helpful in
understanding their physical complaints’). Negative items are used
to avoid social desirability and acquiescence in the responses. The
scale ranges from 20 to 140 points, with higher scores indicating
greater empathic orientation (Hojat et al., 2001).
– The Brief Emotional Intelligence Scale (BEIS-10) (Davies et al., 2010),
translated into Spanish (Martín de Benito and Guzmán Luján, 2012),
to evaluate emotional intelligence (EI). This scale consists of 10
items and each one is evaluated using a Likert scale (Totally
agree=5, Totally disagree=1); it has a range of 5–50 points, with
higher scores being interpreted as representative of a better EI.
– The Connor–Davidson Resilience Scale (CD-RISC-10) (Connor and
Davidson, 2003), validated for use in Spanish (Serrano-Parra et al.,
2013) to assess resilience. This scale comprises 10 items structured
on a Likert scale (Almost always= 4, Often=3, Sometimes= 2,
Rarely= 1, Not at all = 0). This scale ranges from 0 to 40, has no
established cutoff point; higher scores are interpreted as indicative
of increased resilience.
2.3. Cultural adaptation
Approval to use the JSE-HPS for the validation process in the
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Spanish language context was obtained from the Thomas Jefferson
University (Center for Research in Medical Education and Health Care).
To produce the Spanish version of the JSE-HPS in this study we trans-
lated, culturally adapted, and validated it following previously pub-
lished recommendations (Reichenheim and Moraes, 2007). Each of
these steps was developed by a panel of three bilingual Spanish-English
experts (1 nurse, 1 doctor, and 1 clinical psychologist) who first verified
the conceptual relevance of the items on the instrument. Semantic
equivalence was tested by comparing each expert's independent trans-
lation. The discrepancies identified were minimal and related only to
words that can have different translations in Spanish. The first Spanish
version was produced by consensus and this was then back-translated
by a native English-speaking translator. The panel members subse-
quently compared this version with the original (the concordance ex-
ceeded 95%) and thus, produced a preliminary version which was
tested in a pilot study with 30 nursing students from different bachelor's
Table 1
Relationship between studies on health-profession students which included CFA or nursing students.
Reference Country Scale and population Type of analysis and factors






F1 Perspective taking 2, 4, 5, 9, 10, 13, 15, 16, 17, 20
F2 Compassionate care: 1, 7, 8, 11, 12, 14, 19
F3 Standing/Walking in the patient's shoes: 3, 6, 18




F1 Perspective taking: 2, 4, 5, 9, 10, 13, 15, 16, 17,20
F2 Compassionate care: 1, 7, 8, 11, 12, 14, 18, 19
F3 Standing in the patient's shoes: 3, 6
EFA
Hojat et al. (2001) USA JSPE
N=193
Medicine students.
F1 Physician's view from patient's perspective.17, 5, 1, 8, 4, 15, 2, 7, 9, 11
F2 Understanding patient's experiences, feelings and clues:13, 10, 16, 12, 18, 19
F3 Ignoring emotions in patient care 6, 14
F4 Thinking like the patient: 18, 3




F1 Perspective taking: 10, 9, 17, 16, 20, 2, 13, 15, 4, 5)
F2 Compassionate care: 11, 14, 8, 12, 1, 7, 19
F3 Walking in patient's shoes: 6, 3






F1 Perspective taking: 10, 16, 4, 13, 20, 9, 2, 17, 15, 5,
F2 Compassionate care: 19, 8, 18, 12, 14, 1, 7, 11
F3 Standing in the patient's shoes: 6, 3




F1 Perspective taking 16, 13, 20, 15, 10, 2, 4, 9, 5, 17
F2: Compassionate care: 11, 8, 7, 14, 18, 1, 19, 12
F3 Standing in the patient's shoes: 3, 6







F1 Emotional Engagement/Compassionate Care: 13, 16, 20, 14, 12, 11, 8, 7, 1
F2 Perspective taking: 2, 4, 5, 9, 10, 15, 17
F3 Standing in the patient's shoes: 3, 18, 6




F1 Compassionate care: 14, 8, 1, 20, 10, 13, 7, 2, 11, 12
F2 Perspective taking: 17, 9, 16, 15, 5, 4, 18
F3 Put oneself in someone's shoes: 6, 3, 19




F1 Care sensitivity: 14, 11, 16, 12, 7, 8, 20, 19, 1, 4, 2
F2 Patients' perspective understanding: 9, 17, 10, 15, 13, 5
F3 Standing in the patient's shoes: 6, 3, 18
Ryu and Bang (2016) Korean JSE-HPN = 253
Nurses
EFA/CFAF1 Perspective taking: 16, 15, 13, 10, 9, 5, 4, 2, 17, 20F2 Compassionate
care: 1, 7, 8, 11, 12, 14F3 Standing in the patient's shoes: 6, 3




F1 Compassionate care: 20, 14, 16, 12, 11, 7, 2, 19, 13, 10
F2 Perspective taking: 17, 9, 5, 4
F3 Emotional detachment: 6, 3, 18




F1 Perspective taking: 16, 10, 4, 2, 20, 13, 9, 5, 15, 17
F2 Compassionate care: 11, 12, 8, 7, 19
F3 Standing in the patient's shoes: 6, 3
Items 1 and 18 no loading




F1 Perspective taking: 16, 15, 17, 20, 10, 13, 4, 2, 9, 5
F2 Compassionate care: 14, 11, 12, 8, 7, 1, 19
F3 Standing in the patient's shoes: 6, 3
Item 18 no loading




F1 Compassionate care: 14, 11, 7, 12, 3, 19, 6, 8, 1
F2 Perspective taking: 16, 13, 20, 10, 17, 15, 9
Remove items 2, 5, 18
EFA: Exploratory factor analysis. CFA: Confirmatory factor analysis.
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degree courses. At the end of the preliminary test, the students were
asked about the clarity of each item and if they had any difficulties in
understanding the items. Subsequent analysis confirmed that there
were no comprehension problems or ambiguities in the interpretation
of the questionnaire and so the final version of the questionnaire was
prepared, together with instructions for the investigators adminis-
trating it.
2.4. Data analysis
Reliability: To analyze the internal consistency of the scale, we used
Cronbach's α coefficient. Test-retest reliability, was examined in a
subsample of 51 nursing students, selected randomly from all the
sample, who completed this scale (JSE-HPS) 2 weeks later.
Construct validity: Using exploratory factor analysis (EFA), we
aimed to ascertain how many factors underlie the scale, and whether
the factorial structure matched that of the original version used for the
North American population. We used the Barlett sphericity test and the
Kaiser–Meyer–Olkin (KMO) index to assess the adequacy of the factorial
solution and a varimax rotation to improve the allocation of items to
the different factors. Using confirmatory factor analysis (CFA) and the
maximum likelihood method, we evaluated the fit of the models sug-
gested by the EFA. The following indices were used: the penalizing
function (χ2/degrees of freedom [df]), with values lower than 3 in-
dicating good fit; the comparative fit index (CFI), which ranges from 0
to 1 and with a minimum good fit value of 0.90; and the standardized
root mean square residual (SRMR) index, with values lower than 0.08
indicating a good fit.
Convergent validity: Pearson correlation coefficient was used to test
the relationships between empathy and two related constructs, emo-
tional intelligence (BEIS-10 scale) and resilience (CD-RISC 10 scale).
We assessed emotional intelligence because studies indicate that it al-
lows one to better interpret and manage one's own and others' emo-
tions, and because it also favors a more effective relationship with
patients (Espinoza-Venegas et al., 2015; Extremera Pacheco, 2004). In
terms of resilience, recent studies indicate that it reduces professional
stress and improves empathy in healthcare providers (Kemper and
Khirallah, 2015; Thomas and Asselin, 2018).
2.5. Ethical considerations
The Ethics Committee at the University Castilla-La Mancha ap-
proved the study. Participation of the students was voluntary, and the
researchers committed to treat the data confidentially; the data were
processed anonymously.
3. Results
The study included 422 students, of whom 19.1% were male; the
mean age was 22.86 ± 4 years. Table 2 shows the sociodemographic
and general characteristics of the sample.
3.1. Reliability analysis
The Cronbach α coefficient was 0.828, and this increased to 0.846
when item 18 was removed. Test-retest reliability showed an intraclass
correlation coefficient of 0.716 (95% CI= 0.590–0.818). Pearson cor-
relation coefficients between each item and the total score of the JSE-
HPS showed statistical significance (p < 0.001) except for item 18
(‘Health care providers should not allow themselves to be influenced by
strong personal bonds between their patients and their family members’).
The item-scale correlation range was 0.342 (item 6, ‘Because people are
different, it is difficult to see things from patients’ perspectives') to 0.645
(item 16, ‘Health care providers’ understanding of the emotional status of
their patients, as well as that of their families is one important component of
the health care provider-patient relationship’).
3.2. Construct validity
The EFA examined the major components in the JSE-HPS. Initially
the factorial solution converged on four factors that explained 51.49%
of the variance, but following Hojat (2016) recommendations, we
limited the number of factors to three, which also made our results
more comparable to similar studies. By forcing the number of factors to
three, the variance reduced to 46.18% and the resulting factorial so-
lution was adequate (KMO=0.869) and the Barlett sphericity test was
significant (χ2= 2.458.6, df= 190; p < 0.000). The first factor, Per-
spective taking, is the most important factor because it evaluates the
cognitive element of empathy; it included ten items (9, 16, 13, 17, 20,
15, 10, 4, 5, and 2) and explained 27.358% of the variance and Cron-
bach α coefficient was 0.865. The second factor, Compassionate care,
evaluates the emotional dimension of empathy, and included 6 items
(12, 11, 8, 14, 7, and 1); these explained 12.528% of the variance and
Cronbach α coefficient was 0.736. Finally, the third factor, Standing in
the patient's shoes, assessed emotional attachment and included three
items (3, 6, and 19), and explained 6.301% of the variance and Cron-
bach α coefficient was 0.508. All the items obtained factorial loads
higher than 0.3, except for item 18 (see Table 3). In terms of AFC, the
20 items were modelled as a function of the three underlying factors
from the exploratory analysis. The resulting model (see Fig. 1) had an
acceptable fit (χ2= 391.04, df= 149, p < 0.01, CFI= 0.95, root
mean square error of approximation= 0.046).
The inter-item correlation in items included in Standing in the pa-
tient's shoes dimension (items 3, 6, 19) showed less number of statisti-
cally significant correlations and lower correlation values compared to
the other dimensions.
3.3. Convergent validity
Pearson correlation coefficient showed statistical significance be-
tween empathy and emotional intelligence (p=0.000), on the one
hand, and resilience (p=0.037), on the other. (See Table 4).
4. Discussion
This study constitutes the first Spanish validation of the JSE-HPS
with nursing students. This validation of the Spanish version of the JSE-
HPS shows that it is a reliable, valid, and appropriate instrument for
evaluating empathy among nursing students. This scale is widely and
internationally accepted for its usefulness in nursing education and
practice, as shown by the numerous research studies that apply it
(Fields et al., 2011; Hsiao et al., 2013; Montanari et al., 2015; Petrucci
Table 2
Sociodemographic and general sample characteristics.
Characteristics Total Male Female p
Gender 422 19.1% 80.9%
Age 22.86 ± 4.00 23.43 ± 3.69 22.69 ± 4.08 0.119
Empathy 118.09 ± 12.20 117.541 ± 12.88 118.23 ± 12.04 0.639
Emotional intelligence 38.57 ± 4.62 39.318 ± 5.41 38.39 ± 4.38 0.093
Resilience 28.52 ± 5.73 29.29 ± 6.18 28.32 ± 5.60 0.149
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et al., 2016; Williams et al., 2013).
Using EFA and CFA, we found a three-dimensional factorial struc-
ture in this study, which coincides with the finding of in other pub-
lished work. In general, and regardless of the JSE version used, the
studies we consulted had a three-dimensional structure. ‘Perspective
taking’, ‘Compassionate care’, and ‘Standing in the patient's shoes'
(Alcorta-Garza et al., 2016; Hojat and LaNoue, 2014; Hsiao et al., 2013;
Leombruni et al., 2014; Magalhães et al., 2011; McMillan and Shannon,
2011; Montanari et al., 2015; Tavakol et al., 2011; Ward et al., 2009;
Wen et al., 2013), while alternative factorial structures were less fre-
quently found (Fjortoft et al., 2011; Preusche and Wagner-Menghin,
2013; Suh et al., 2012; Williams et al., 2013).
However, there were some differences in the items included in each
factor. In our CFA, virtually all the items behaved in a similar way to
those in the study published by Hojat (2016). However, in our case,
item 19 (‘I do not enjoy reading non-medical literature or the arts’), loaded
in the Standing in the patient's shoes factor, while in the majority of
studies, it did so in the Compassionate care factor (Alcorta-Garza et al.,
2016; Ferreira-Valente et al., 2016; Hojat and LaNoue, 2014; Hsiao
et al., 2013; Ward et al., 2009; Wen et al., 2013). Additionally, item 18,
‘Health care providers should not allow themselves to be influenced by strong
personal bonds between their patients and their family members’, was the
only that did not correlate with item-to-total scale correlations and
showed a particularly low saturation level in this study. It did not reach
the 0.30 cut-off required for any of the three factors; this result is also
consistent with those from previous studies (Alcorta-Garza et al., 2016;
Hojat and LaNoue, 2014; Ward et al., 2009; Wen et al., 2013). Never-
theless, Hojat and LaNoue (2014) recommends that all the items still be
maintained. The reasons why this item showed poor results may lie in
the different roles that families can play in making important decisions
about the patient in different sociocultural contexts; cultural patterns of
participation, interpretation, and acceptable ways of family involve-
ment can widely differ across different contexts (Montanari et al., 2015;
Williams et al., 2013).
In terms of convergent validity, we found that empathy is sig-
nificantly correlated with emotional intelligence and resilience mea-
sures (0.201 p < 0.001, and 0.103 p < 0.05 respectively). As shown
in the literature, emotional intelligence is thought of as a characteristic
that facilitates interpersonal relationships because it allows one to be
aware of emotions, understand them, manage them in oneself and with
others, and to use them for better reasoning (Espinoza-Venegas et al.,
2015; Extremera Pacheco, 2004; López-Fernández, 2015). The corre-
lation we found between resilience and empathy is consistent with that
described in previous studies (Mathad and Pradhan, 2017).
Table 3
Factor-loading for EFA with three fixed factors of the Spanish version of the Jefferson scale empathy-health profession students (JSE-HPS).
Items PT CC SPS
9. Health care providers should try to stand in their patients' shoes when providing care to them. .783 −.097 .076
16. Health care providers' understanding of the emotional status of their patients, as well as that of their families is one important component of the
health care provider – patient relationship.
.702 .139 .017
10. Patients value a health care provider's understanding of their feelings which is therapeutic in its own right. .685 −.099 .097
13. Health care providers should try to understand what is going on in their patients' minds by paying attention to their non-verbal cues and body
language.
.684 .120 −.031
17. Health care providers should try to think like their patients in order to render better care. .672 .043 −.072
20. I believe that empathy is an important factor in patients' treatment. .638 .163 .018
5. A health care provider's sense of humor contributes to a better clinical outcome. .637 −.152 −.028
4. Understanding body language is as important as verbal communication in health care provider - patient relationships. .630 .041 .028
15. Empathy is a therapeutic skill without which a health care provider's success is limited. .592 .245 .001
2. Patients feel better when their health care providers understand their feelings. .580 −.015 −.007
18. Health care providers should not allow themselves to be influenced by strong personal bonds between their patients and their family members. −.267 -.020 .266
12. Asking patients about what is happening in their personal lives is not helpful in understanding their physical complaints. .074 .785 .050
7. Attention to patients' emotions is not important in-patient interview. -.073 .713 −.101
11. Patients' illnesses can be cured only by targeted treatment; therefore, health care providers' emotional ties with their patients do not have a
significant influence in treatment outcomes.
.036 .710 .047
14. I believe that emotion has no place in the treatment of medical illness. .109 .684 −.023
8. Attentiveness to patients' personal experiences does not influence treatment outcomes. .107 .681 .065
1. Health care providers' understanding of their patients' feelings and the feelings of their patients' families does not influence treatment outcomes. .023 .373 .211
3. It is difficult for a health care provider to view things from patients' perspectives. .119 −.077 .835
6. Because people are different, it is difficult to see things from patients' perspectives. .006 .040 .772
19. I do not enjoy reading non-medical literature or the arts. −.015 .268 .366
EFA: exploratory factor analysis. PT: Perspective Taking. CC: Compassionate Care. SPS: Standing in the patient's Shoes.
Fig. 1. Model for the confirmatory factor analysis.
Table 4




*p < 0.05. **p < 0.01.
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Regarding the evaluation of empathy in our study, the overall mean
was 118.09 and the figures were higher in women (118.23) compared
to men (117.24), although this difference was not statistically sig-
nificant. Nevertheless, several studies indicate the presence of statisti-
cally significant gender differences in empathic attitudes (Fields et al.,
2011; Hsiao et al., 2013; Ward et al., 2009; Williams et al., 2016).
Gender differences in empathy may be caused, in part, to characteristics
related to what society expects from women, because women better
perceive the emotions of others and are more likely to provide emo-
tional support (Boyle et al., 2009; Fields et al., 2011; Hsiao et al., 2013;
Montanari et al., 2015).
The studies we consulted about nursing students showed that, on
average, empathy ranks between 104 and 115 points (Hsiao et al.,
2013; McMillan and Shannon, 2011; Montanari et al., 2015; Ward
et al., 2009), which is lower than the figures we obtained in our work.
However, the data are similar when its compared to Spanish medical
students (Alcorta-Garza et al., 2016; Ferreira-Valente et al., 2016), thus
these dissimilarities are likely because of cultural differences in the
value assigned to empathy in Spain compared to other countries. Hojat
and Gonnella (2015), in a study carried out on medical students using
the JSE-S scale, proposed that the cut-off points are non-definitive and
should be confirmed in future studies (Hojat and Gonnella, 2015). In
addition, insufficient research work is available on the JSE-HPS scale on
nurses and nursing students to establish cut-off points.
Despite possible differences in their training, nursing students are
usually instructed on the importance of maintaining an empathic re-
lationship with their patients (Brunero et al., 2010). However, because
of scientific and technological advances there is growing concern about
excessive technification of nursing-degree curricula. Although techno-
logical competence is required, there is a risk of focusing too much on
the development of these skills, thus downplaying the role of inter-
personal relationships in therapeutic processes (Ward et al., 2009).
Some studies point to the tendency of empathy to decrease in stu-
dents as their clinical competence increases (Ward, 2016) which is
cause for concern among teachers. Moreover, there are numerous re-
search projects that propose interventions aimed at enhancing students’
empathic skills so that they can better communicate with patients and
respond to their needs (Brunero et al., 2010; Cunico et al., 2016;
Terney, 2016; Percy and Richardson, 2018). The use of scales such as
the JSE-HPS play an important role in evaluating the impact of these
interventions or training programs on the acquisition of empathic skills.
The availability of appropriate validated instruments in different con-
texts and languages is important to allow empirical studies on empathic
ability and to facilitate the development of empathy-related skills
during training and professional activities.
4.1. Limitations
Because this study was conducted in a single public institution in
one geographic location, its external validity or the capacity for gen-
eralization of the findings may be jeopardized. Thus, further research,
involving a more diverse group in which the validity and factorial
structure of the tool can be confirmed, will be required to address the
limitations of this present study.
4.2. Conclusion and practical implications
The Spanish version of the JSE-HPS scale has shown good validity
and reliability and therefore can be a useful instrument for evaluating
empathy in nursing students. The wide diffusion of the JSE-HPS scale
and its different validated versions makes it possible to asses empathy
in several environments and to compare the results with other studies in
different populations.
Empathy and caring are two concepts that are closely related and
linked to nurses’ ability to understand the needs of patients and offer
patient-centered quality care. Empathic relationships have a positive
therapeutic influence on the physical, mental, and social well-being of
patients. For that reason, in addition to mastering knowledge based on
scientific evidence and complex technologies, nursing students must
develop empathic skills that favor quality care for patients. Having an
instrument to measure empathy, will facilitate the evaluation of results
of nursing training programs designed to develop empathy-based skills.
However more empirical research is still needed to examine empathy
and the factors that contribute to its development, both during nursing
education and through professional practice.
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